during a three year study period (2009) (2010) (2011) in Surgery Out Patient Department (SOPD) of Dhaka Medical College Hospital, Dhaka. During this period, 2235 patients presented with complaints of breast diseases. Detail history, physical examination and some investigations including cytology or biopsy were done for each patient. This is a retrospective observational study where case numbers and percentages are used. All patients with a breast lump or nodularity were subjected to fine needle aspiration cytology (FNAC). Patients who had a sinus but no lump had undergone excision biopsy of the sinus tract. The cytological findings of epithelioid cell granulomas, Langhans' giant cells, and lymphohistiocytic aggregates confirmed the diagnosis. The discharge from the sinus was subjected to Ziehl-Neelson staining and culture for acid fast bacilli. All patients having palpable axillary lymph nodes were sent for fine needle aspiration cytology (FNAC) as well.
Results:
During the study period, 2235 patients of breast cases were examined. Among them 54 (2.42%) patients were found to have been suffering from tuberculosis. All the patients were females and their age ranged from 17 to 55 years with 77.77% of cases (n=42) in age group of 21-40 years. 3 patients (6.81%) were lactating and 1 was pregnant.
Duration of symptoms was between 4 months and 32 months with a mean of 14.4 months. Involvement of right breast was in 23 cases, while left breast 27 cases and bilateral involvement was seen only in 4 cases. Clinical findings are shown in table I. Constitutional symptoms of tuberculosis in the form of fever, weight loss, night sweats, or failing general health were present in only 17 patients (31.48%). 35 patients (64.8%) had a lump in the breast, and 12 (22.2%) of these patients had a discharging sinus in association with the lump (fig 1) . Another 9 patients (16.7%) had multiple sinuses without an underlying lump. 4 patients (7.4%) had symptoms of mastalgia and tender nodularity without a cyclical pattern, and 29 (53.7%) had associated axillary lymphadenopathy in the same side. Diagnosis of tuberculosis mastitis was suspected clinically only in 27 (50%) cases. These cases presented with solitary or multiple chronic discharging sinus in the breast with or without underlying lump. Constitutional symptoms of tuberculosis in the form of fever, weight loss, night sweats, or failing general health were present in only 17 patients (31.48%). The cytological findings of epithelioid cell granulomas, Langhans' giant cells, and lymphohistiocytic aggregates confirmed the diagnosis of TB. The discharge from the sinus was subjected to Ziehl-Neelson staining and culture and all the specimens proved negative for acid fast bacilli. Among 29 patients having palpable axillary lymph nodes, 23 (79.31%) patients' lymph nodes were positive for granulomatous inflammation. Rest of them showed reactive changes.
The diagnosis of mammary tuberculosis was confirmed by a combination of clinical suspicion and cytological findings. All patients received antituberculous therapy comprising rifampicin 600 mg, isoniazid 300 mg, pyrazinamide 1500 mg, and ethambutol 800 mg per day (4 FDC) for two months followed by rifampicin and isoniazid for another 10 months. 40 patients (74.07%) required surgical intervention. This included excision of mass in 17 patients (31.48%), excision of lump and sinus tract in 8 cases (14.81%), excision of sinus tract in 9 (16.7%) cases, repeated aspirations from cold abscesses in 6 patients (11.1%) (table-II) . Repeated drainage of abscess 6 (11.1) 
Fig. 1. Multiple sinuses in left breast.

Discussion
The frequency of tuberculosis of breast among various diseases of breast is high in our patients (2.42%) as compared to most of the Western series where it is reported to vary from 0.5 to 1.04% 2 . However, our findings are fairly comparable with those in other Indian studies 3 . There are no definite clinical signs of tuberculosis of the breast. Nevertheless, it should be suspected if there is a lump with chronic discharging sinus, lump in breast with sinus in axilla related to lymphnodes, chronic painful tender lump without any other signs of inflammation and often it mimics carcinoma breast. It is, thus, desirable to wait for histopathological report before undertaking mastectomy. The occurrence of tuberculosis of the breast is common to females of lactating and/or reproductive age group. Presence of milk in lactating breast may make it more susceptible to acute or chronic infection; but involvement in the reproductive age group is not very clearly understood. It needs to be investigated further whether it has any association with hormonal changes occurring in the breast, making the organ more susceptible to infections. There was no male patient in this study though its occurrence in men has been reported 7 . Pathologically, the different forms of breast tuberculosis are (a) acute miliary tuberculosis-manifestation in the breast, as a part of the generalised miliary disease, is extremely rare; (b) nodular tuberculosis which has caseation and abscess formation is most common 8 ; (c) Sclerosing tubercular mastitis, which presents as hard fibrous mass; and (d) duct infection producing marked epithelial fibrosis (tubercular mastitis obliterans). Histologically, diagnostic criteria of breast tuberculosis are presence of caseating granuloma with or without demonstrable acidfast bacilli (AFB) in the section. In the absence of caseation in the breast lump, the caseation in axillary lymph nodes should be taken into consideration but there should be no duct ectasia and plasma cell infiltration in the breast lump 9 . Association of Carcinoma with tuberculosis is extremely rare 10 . Apart from carcinoma, differential diagnosis of breast tuberculosis includes few rare diseases like traumatic fat necrosis, plasma cell mastitis, chronic pyogenic abscess, mammary dysplasia, fibroadenoma, granulomatous mastitis, sarcoidosis or fungal granulomas. Identification of breast tuberculosis does not exclude concomitant breast cancer as both conditions can occasionally co exist [11] [12] [13] .
Breast tuberculosis is almost always secondary to a lesion elsewhere in the body. The most common mode of involvement is retrograde lymphatic extension from primary foci in the lungs or mediastinal, parasternal, cervical or axillary lymph nodes 14 . We found that 53.7% of our cases had associated axillary lymphadenopathy.
Conclusion
Though tuberculosis of the breast is an uncommon condition, it is a definite clinical entity. It may mimic benign or malignant lesions of breast. No major surgery on the breast should be undertaken without prior histopathological examination. Mastectomy is never indicated in breast tuberculosis and surgery is limited to excision of sinuses and/ or lumps, incision, drainage and curettage of chronic abscesses.
